Hepatic Am(ebiasis with Pericarditis and Other Complications Lieutenant-Colonel A T Cook FRCPEd (Queen Alexandra Military Hospital, Millbank, London S WI) Man aged 25 April 1967: When first admitted to a military hospital in Malaysia, the patient was 23 and had been serving in the Far East for one year. He had always been healthy and denied diarrhoea. A routine chest X-ray in February 1967 was normal. On admission he had a short history of hemoptysis, and was found to have a fever, bloodstained purulent sputum, and signs of consolidation in right lower lobe. Chest X-ray showed a raised right diaphragm with a subphrenic abscess cavity and right lower lobe involvement (Fig 1) . He was anemic (Hb 9 8 g/100 ml), there was a moderate leukocytosis and raised ESR. Although the liver was not enlarged or tender, and amoebae were not found in the sputum or in the colon, the diagnosis of amoebic liver abscess was made without delay, and was confirmed by rapid response to emetine and a strongly positive amoebic fluorescent antibody test (FAT). He was given a complete course of anti-amoebic therapy, made an apparently full recovery, and was discharged well.
November 1967: Admitted again, coughing up bloody purulent sputum, with fever and signs at right base. The liver was not palpable or tender, and the findings on investigation were similar to those in April. He responded unequivocally to a full course of treatment, which included emetine hydrochloride, chloroquine, emetine bismuth iodide, diiodohydroxyquinoline, and metronidazole. Careful follow up produced no evidence of persistent infection and he was discharged in April 1968.
July 1969: While serving in Germany, he experienced a sudden central pain in the chest with a feeling of strangulation. On admission to the British Military Hospital, Hanover, he was febrile, with signs at right base and enlarged tender liver. Pulse rapid, apex beat impalpable and heart sounds faint; no pericardial rub or evidence of tamponade. Chest X-ray ( Fig 2) showed enlarged cardiac outline. ECG showed changes consistent with pericarditis ( Fig 3) . Blood examination again showed aneemia, leukocytosis and strongly positive amoebic FAT. Treatment with emetine and chloroquine resulted in resolution of fever and physical signs except for persistent tachycardia. After three weeks, fever returned with epigastric tenderness. Aspiration of left subphrenic area produced 300 ml of 'anchovy sauce', and resulted in clinical improvement. resolved, but X-ray still showed a high right diaphragm. Liver scan showed impaired uptake by left lobe and upward extension of right lobe. Attempts at aspiration were unsuccessful. Laparotomy was therefore performed, with drainage of 200 ml of sterile pus from a left subphrenic abscess. The dome of the right lobe was herniated through a hole in the diaphragm about 7-5 cm in diameter. The liver itself was normal. He recovered rapidly after operation and convalescence was uneventful. He was recently admitted for assessment. He has no symptoms and has gained 6 5 kg. Liver not palpable. ECG normal. Chest X-ray shows normal cardiac outline, clear lung fields, and herniation of liver through diaphragm. Bronchography demonstrated some bronchiectatic change in posterior basal segment of right lower lobe. Liver scan shows normal uptake by both lobes. Blood counts and liver function tests normal. Fluorescent antibody titre has fallen.
Discussion
This case illustrates the 'silent' periods that can follow conservative treatment of amoebic liver abscess (Wilmot 1962 ). This patient was twice apparently cured for periods of six and eighteen montbh.
Absence of hepatic enlargement and tenderness at the costal margin is unusual in hepatic amoebiasis. Tht incidence and probable significance of the physical signs that constitute the clinical syndrome were discussed by Lamont & Pooler (1958) .
Pericarditis is a relatively rare complication of amoebic liver abscess. MacLeod et al. (1966) quote a figure of less than 2% from a review of the literature and their own extensive experience. Most of the recorded cases are of the suppurative variety, with a high mortality and a tendency among the survivors to develop constriction fairly rapidly. Aspiration of the effusion was not necessary in the present case, but there is no doubt that it was of the presuppurative, sympathetic, or reactive type which is much less lethal: complete recovery can be expected with adequate treatment, which must be directed to the underlying liver abscess, almost invariably in the left lobe, and difficult to detect by the usual clinical and radiological methods; scanning facilities can be very helpful.
The President asked what dose of metronidazole was employed, and whether there were any toxic ill-effects. The treatmeit was now widely used, and any such failures should be reported. He wondered whether aspiration of a liver abscess should be performed by the physician or the surgeon; this case exemplified the need for a surgeon to be at hand in case laparotomy was required.
Major-General J P Baird said that the appearance of pericardial effusion as a complication was interesting; it must have been of the 'sympathetic' variety, since the patient recovered. He had always believed that rupture of a liver abscess into the pericardial sac was associated with a mortality higher than that suggested by Lieutenant-Colonel Cook.
Mr G Qvist said that it was often difficult to know whether the liver digease was a diffuse hepatitis or a loclized abscess, and asked for an opinion on the indications for needle exploration in such cases.
Mr R W Raven said that in patients with a large solitary abscess in the left lobe of the liver it was safer to remove this lobe with the abscess rather than to drain the abscess. In reply to Mr Qvist, he said that the nature and even the existence of diffuse hepatitis had often been discussed. Wilmot (1962) had tabulated the indications for diagnostic and therapeutic aspiration, which could be summarized as: (1) Clinical or radiological evidence of abscess close to the body surface or under the diaphragm. (2) Lack of response to specific drug therapy. This exploratory needling was rarely necessary, and should be limited in frequency and depth. Laparotomy was safer than repeated speculative puncture.
